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5. There is abundant evidence, from clinical obser¬
vations and animal experiments, that the wads of cer¬
tain blank cartridges contain B. tetani. Dr. Welch told
me that he considered it diagnostic to see an animal
in convulsions.
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The business world has learned the value of frequent
inventories of the stock on hand with a view to discard¬
ing the old-fashioned and shop-worn articles to make
room for the new and up-to-date goods. It would be
well if we of the professional world would follow their
example, and take more frequent and accurate inven¬
tories of our work and be equally ready and anxious to
discard methods which have proved useless and harmful.
The time has certainly come for the gynecologic sur¬
geon to take a retrospective view of his work and askhimself honestly and seriously what operations have
proven successful and beneficial to women as a whole,
and what methods need revising or relegating entirely
to the museum of surgical antiquities. No region of
the anatomy offers so alluring a field for experimental
surgery as the female pelvis, the practical immunity of
the pelvic peritoneum from fatal peritonitis making it
possible to do a great variety of operations in this re¬
gion with a low mortality.
The ease with which the round ligaments can be
reached by three different routes' has given rise to so
great a variety of methods of shortening this little cord
that even an enumeration of them would be tiresome.
The different operative procedures which rescue the
uterus from its safe retreat in the pelvis and suspend or
fix it in an unnatural and dangerous position in the ab¬
domen are also numerous. These various methods have
naturally led to much operating in this direction, as
each operator is bound to prove the advantage of his
particular method, which can only be done by a dazzling
array of statistics.
With the decline of oöphorectomy as a routine opera¬
tion in pelvic disturbances it was but natural that
some other procedure should take its place, and this
time the surgical craze lighted on the uterus, and de¬
manded that it be "hung up" by some one of at least
fifty different methods. Several years of active operat¬
ing in this field have now passed, and the testimony is
beginning to come in. The examination and analysis of
these reports is the object of this paper.
The following pertinent questions suggest themselves :
1. Are these operations necessary? 2. Are they safe
surgical procedures? 3. Have they proven successful in
a sufficiently large percentage of cases to warrant their
continuance ?
The answer to the first question depends largely on
a second. What is the normal position of the uterus?
Schultze1 threw the first real light on this subject when
he announced that a normal uterus must be mobile^
Theilhaber,2 Winters.8 Winternitz4 and many others
* Read before the Chicago Medical Society, 1904.
1. Schultze: Displacements of the Uterus. p. 26.
2. Theilhaber: M\l=u"\nchen.med. Woch., 1902, vol. xlix, p.
3. Winters: Wiener klin. Therap. Woch., 1904, No. 1.
4. Winternitz: Therap. Monatsh., Berlin, 1903, vol. xvii.
have followed up his work and established the fact that
uncomplicated retrodeviations of the uterus produce no
symptoms, and, therefore, need no treatment, surgical
or otherwise. Theilhaber distinctly says that by far the
greater number of cases of retrodeviations produce no
symptoms, and that gynecologists have mistaken the
symptoms produced by the complications for the devia¬
tion in position. He lodges a severe indictment against
the modern gynecologists, saying that many do not un¬
derstand the new teaching of the clinical significance of
retrofiexion, and, moreover, many do not wish to know ;
"viele nicht kennen und manche auch nicht kennen
wollen." He states that Schultze, Winckel, Landau,
Freudenberg, Winters, Krönig and Fenwanger have
made similar experiments, and that all have come to the
same conclusion as himself, namely, that the majority of
retroflexions cause no symptoms.
Winternitz says that retrodeviations are not the cause
of the symptoms, and we have, therefore, to consider
only the complications, and backs up this statement
with the following statistics : In 710 apparently healthy
women, 154 had retroflexed uteri; of these 154, 90 (60
per cent.) complained absolutely of no gynecologic symp¬
toms. A closer examination of symptoms in the remain¬
ing 40 per cent, revealed the fact that in nearly all cases
the symptoms were due to co-existing complications.
He says that retrodeviation does not create congestions,
and concludes : "To operate on a healthy -woman be¬
cause she has retrofiexion is absolutely uncalled for."
In 396 cases, 39 per cent., out of 1,000, taken from
the records of my clinic at the Mary Thompson Hospi¬
tal, the uterus was found in retroposition, 62, 15 per
cent, of these cases presented no gynecologic symptoms
and were referred to the medical clinic. Without ex¬
ception, the remaining 334 cases presenting symptoms
were recorded as complicated with definite pelvic or
abdominal pathologic conditions. These were classified
as follows: Myomata, 24, 8 per cent.; ovarian tumor,
17, 6 per cent. ; acute pyosalpinx, 8, 3 per cent. ; chronic
disease of ovaries and oviducts, 116, 35 per cent. In alarge percentage of these cases pelvic exudates and ex¬
tensive adhesions were found. Myometritis, 104, 30
per cent., one-third of this number being complicated
with pathologic laceration of the cervix and consequent
cellulitis; 8, 3 per cent., were pregnant at time of ex¬
amination, and there were 6 cases, 2 per cent., of car¬
cinoma uteri. In the. remaining 55, 17 per cent., there
were other complications, as appendicitis, hernia,
nephroptosia, hemorrhoids and recent puerperal cases.
There were among the entire number twenty-three ex¬
tensive lacerations of the perineum, but as these were
in every instance in complication with one or more of
the conditions mentioned, I have not made separate ac¬
count of them. These records were made without any
reference to the subject under discussion, and many
cases presenting no gynecologic symptoms were re¬ferred to other clinics without a pelvic examination.Therefore, the cases of retrodeviation presenting no
pelvic symptoms, 15 per cent, may be said to have been
discovered by accident. I am indebted to my associate
on the staff of the Mary Thompson Hospital, Dr. AliceConklin, for assistance in compiling these statistics.
Olshausen says that uterine catarrh does not come as
a result of flexion. He says that it is only a coincident
complication. Emil Beis,B in a discussion of the sub¬ject before the gynecologic society of our city, says that
he does not consider rétroversion in itself an indication
5. Emil Reis : Amer. Jour. of Obst., April, 1904.
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for operation, and that in cases of rétroversion com¬
plaining of pain he looks for the cause elsewhere.
Ifvwe accept Schultze's definition of the normal po¬
sition of the uterus, that of perfect mobility, it would
effectually do away with a large number of the opera¬
tions under consideration, as it certainly could not be
claimed that a uterus is in a more normal position
fixed in the abdomen than if left a fixed organ in the
pelvis, especially as the uterus is essentially a pelvic or¬
gan and leaves this region only to perform a physiologic
function, to which it again retires unless prevented by
some pathologic condition or by the ruthless hand of
the surgeon.
The fixation of any viseus compromises its circulatory
apparatus, both blood and lymph, interferes with its
peristalsis, traumatizes its nerve supply, and with how
much more forcewould this apply to aviscus removed en-
entirely from the anatomic region assigned to it by Na-
ture and forcibly detained permanently in a region re¬
mote from its anatomic and physiologic home. The con¬
clusions of Thielhaber and others that uncomplicated
retrodeviations are not subjects for surgical intervention
rules out, without further discussion, Alexander's and
all similar operations, as these can only be performed
in uncomplicated cases, and, therefore, in those cases
only needing no surgical interference whatever.
We may conclude, therefore: 1. That the normal po¬
sition of the uterus is one of perfect mobility, and that
a non-metritic, freely movable uterus may lie in any
position in the pelvis without producing symptoms.
2. That when retrodeviation of the uterus is found
in any given case of pelvic disturbance, further inves¬
tigation will reveal complications which have produced
symptoms.
3. It is, therefore, the complications which should be
subjected to treatment and not the retrodeviation.
Our first question is, therefore, answered. Surgical
procedures for the correction of retrodeviations of the
uterus are unnecessary.
In regard to the second question : Are they safe sur¬gical procedures? The testimony against these opera¬
tions I have found so extensive that it will be impossible
to give 'more than a brief summary. As surgical pro¬
cedures they are all open to the same criticism; the
gravity of the operation is out of all proportion to the
results obtained. No surgeon can deny that in opening
the abdomen there is always a possibility of infecting
the peritoneal cavity no matter how rigid the asepsis or
how skillful the operator, leaving behind if not fatal
sepsis, pelvic exudates which can not fail to leave the
patient worse off than when she came into the hands of
the surgeon. The Alexander operation, which is, nodoubt, of all this class of operations most extensivelyperformed, practically weakens the abdominal wall at
its already weakest points and leaves the patient in con¬
stant danger of hernia.
Milander6 collected 54 cases of pregnancy and labor
after ventrofixation ; 11 of these cases, or 20 per cent.,
required severe operative delivery. Of Noble's7 76 col¬
lected cases, 30 per cent, experienced unusually severe
labors. W. A. N. Dorland8 collected 179 cases, in which
111, or nearly two-thirds of the whole number, experi¬
enced some uncommon abnormality in gestation or la¬bor, or in both. In 38 per cent, of these cases disturb¬
ances occurred as complications of labor. Four cesar-
6. Milander: Ztschr. f. Gyn. u. Geb., vol. xxxiii, No. 3.
7. Noble: Jour. Amer. Gyn. and Obst., February, 1896.
8. W. A. N. Dorland: Amer. Jour, of Obst., January, 1897.
ean sections and two Porro operations, which endedfatally, were performed on these cases, and in the re¬
maining, other severe and uncommon operative aid
was required. Bidone0 publishes reports of four cases,
out of six pregnancies following ventrofixation, of se¬
vere complications as the result of the fixation, and goes
so far as to advise an abdominal section for the removal
of the fixation two months before term in every case.
Gradenwitz10 cites six cases of complications. In two
he re-operated some months after the first operation to
relieve fixation. In two he operated for enormous
hernias. The other two had very difficult labors, re¬
quiring instrumental deliveries.
Guerard of Dusseldorf says that fixation of the uterus
is an unnatural procedure, and cites several cases where
the fixation was excised before the patient recovered
from the unpleasant nervous symptoms. Kreutzmann11
reports that he made a careful study of the results of
these operations during two years, and has come to the
conclusion that ventrofixation is unphysiologic, unnat¬
ural and dangerous. Montgomery12 has opened the ab¬
domen during pregnancy to cut the band produced by
a fixation before the uterus could develop normally.
Dr. Edward Bicketts13 of Cincinnati says: "Afterventral
suspension the woman takes her life into her own hands,
and if she ever becomes pregnant she ought to agree to
surgical intervention."
In a recent paper, Frank W. Lynch14 of Baltimore
collected a large number of cases of serious distocia fol¬
lowing ventrofixation and suspension, among them 21
cases of cesarean section and ten ruptures of the uterus.
A. Palmer Dudley15 of New York says: Ventrofixation
is a pernicious thing, and should never be done, from
the obstetrical standpoint. Byron Robinson16 reports a
case seen in consultation with W. E. Holland, of labor
at term following ventrofixation performed three years
previously. . The patient died of shock three hours fol¬
lowing the delivery, and postmortem revealed invagina¬
tion of uterus due to atrophy of the fundus caused by
tension of the fixation bands on the fundus.
Reports of cases of ileus following these operations
are just beginning to appear, and it is safe to say that
there are others which have not found their way into
print. Olshausen,17 Rheul,18 Jacobs,19 and À. L
Smith20 each report one case. Rufus B. Hall21 said
he had to deal with three cases, and thinks the operation
of ventrosuspension has had its day. Montgomery cites
a case where a large portion of the. intestine slipped be¬
low the band of adhesion immediately following the op¬
eration, causing strangulation and death. Similar
cases, he says, have been reported by Lindfors. Jacobi,
Olshausen and others. Fihling's22 statistics show a
mortality of 5 per cent, after all these operations, and
that ventral hernia has followed them more frequently
than all other operative procedures.
The operation which ranks next to ventrosuspension
and fixation in point of dangerous results is undoubt-
9. Bidone: Atti della soc. Ital. di ost egln, 1897.
10. Gradenwitz: Centralbl. f. Gyn., Leipsic, 1903, vol. xxvii.
11. Kreutzmann: Centralbl. f. Gyn., Leipsic, 1903, vol. xxvi.
12. Montgomery: Practical Gynecology, p. 494.
13. Ricketts: The Journal A. M. A., 1903, vol. xli, No. 20.
14. Lynch: Amer. Jour. of Obst. and Gyn., April, 1904.
15. Dudley: The Journal A. M. A., 1903, vol. xli, No. 20.
16. Robinson: American Medicine, 1903.
17. Ohlshausen: Zeitschr. f. Geb. u. Gyn., vol. xxxvi, No. 1.
18. Ruehl: Samml. klin. Vortrage, N. F. Nos. 185 and 186.
19. Jacobs: Zeitschr. f. Geb. u. Gyn. vol. xxx, p. 550.
20. A. L. Smith: Amer. Jour. Gyn. and Obst., September, 1897.
21. R. B. Hall: Amer. Jour. Obst., 1896, vol. xxxvi.
22. Fihling: Deutsch. med. Woch., 1896, p. 773.
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edly vaginal fixation. The fact that both Mackenrodt23
and Dührssen24 have abandoned their methods of vag¬
inal fixation on account of disastrous distocia fol¬
lowing, ought to be sufficient to condemn this
class of operative procedures; however, there are
not lacking statistics. Edebohls25 says that there
were 25 per cent, of abortions in Dührssen's cases and
27 per cent, in his own, and that vesical pain and dis¬
turbances of micturition follow in a large per cent, of
cases. Strassman20 reports a case of transverse posi¬
tion, prolapse of funis, difficult version, postpartum
hemorrhage; rupture at site of cicatrix and deatii from
intraperitoneal hemorrhage; also one case of impossi-
sible delivery per vaginam, necessitating a Porro oper¬
ation. Graefe27 reports a case of transverse presenta¬
tion; the cervix was above the pelvic brim and directed
upward; cesarean section was necessary. Wertheim28
reports a difficult and dangerous version made neces¬
sary by the same condition. Buehl2'9 reports 235 vag¬
inal fixations performed by himself, with twelve subse¬quent pregnancies. In three version was necessary;in two bloody incision of cicatrix; in one cranio-
tomy in addition, the second child also being lost.
Leo von Lingen30 goes very thoroughly over the sub¬ject of vaginal fixation, and says the operation does
not evidently appeal to Bussian surgeons, as he has
failed to find a single case reported by them. He cites
the cases I have already given, and, in addition, cases
of disaster reported by Veldi, Dönhoff, Urban, Kallmor-
gan, Dielrich, Fuchs, Pape and Bieck. Among these
cases were ten cesarean sections, six resulting fatally,
and numerous abortions.
The various methods of shortening the round liga¬
ments can not be classed as dangerous operations. The
worst that can be said of them is that they are unneces¬
sary, and have proven failures in a large percentage of
cases. They will, therefore, be considered under my
third and last question : Have these various operative
procedures been successful in a sufficiently large per¬
centage of cases to warrant their continuance?
It would seem hardly necessary to discuss the oper¬
ations of ventrofixation and suspension from this point
of view after the overwhelming testimony condemning
them from the obstetrical standpoint. However, sta¬
tistics are not wanting to prove that not only disasters
follow in the train of these procedures, but a small per¬
centage of anatomic failures. The greatest objection
indeed, which can be raised against them, is that in a
large percentage of cases they are a success orthoped-
ically, as the Germans express it.
The percentage of disasters would be less if the per¬
centage of failures in technic was greater. I have,
however, performed five vaginal hysterectomies in cases
where a ventrosuspension had been performed, and in
only one case was the operation complicated by the pre¬
vious operation. In one case of double pyosalpinx with
dense pelvic adhesions, the fundus of the uterus was so
firmly adhered to the abdominal wall that I was obliged
to free the uterus through the abdomen before finishing
the operation per vaginam. In the remaining four, the
suspensory bands had elongated and thinned, and were
23. Mackenrodt : Monatschr. f. Geb. u. Gyn., 1895, vol. ii, p. 35.
24. D\l=u"\hrssen: Ges. f. Geb. u. Gyn. zu Berlin, Oct. 25, 1895.
25. Edebohls: Sec. Obst. and Gyn. N. Y. Acad. Med., Feb. 27,
1896.
26. Strassman: Ges. f. Geb. u. Gyn. zu Berlin, Oct. 25, 1895.
27. Graefe: Monatschr. f. Geb. u. Gyn., vol. ii, No. 6.
28. Wertheim: Centralbl. f. Gyn., 1896, No. 2.
29. Ruehl: Centralbl. f. Gyn., 1896, No. 5.
30. v. Lingen: St. Petersburg. med. Woch., 1902, n. F. xix.
only discovered when the fundus was reached in the
course of the operation. In one case the band measured
five inches. Edebohls31 found the cervix protruding
from the vulva, in one case where he removed the uterus,
while the suspensory ligament was still firmly attached
to the fundus.
Knorre"2 gives the following interesting statistics :
In 4 only, of 24 cases of vaginal fixation, were the
orthopedic and functional results good. In 5 the or¬
thopedic results were good, the functional bad. In 4
cases the uterus was retroverted as before the operation,
but the patients reported all the symptoms improved.
In 11 of the 24 the operation had failed utterly to cor¬
rect the retrodeviation, and symptomatically the pa¬
tients remained the same. An interesting report comes
from C. W. Oviatt33 of Oshkosh. He says he has done
Noble's operation for rétroversion 23 times. In 20 of
these there were complications, such as recurring ap¬
pendicitis and pelvic tumors and diseased appendages,
all of which complications were attended to at the time
of fixing the uterus. He states that in three uncom¬
plicated cases of rétroversion there has been no im¬
provement in the dysmenorrhea, and little or none in
the general conditions.
A most significant report comes from the St. Peters¬
burg clinics. T. Dolbert34 gives the results in 79 cases
where ventrofixation was performed, and concludes with
the statement that the fine objective results were not
paralleled by the subjective, as these returned in more
than a third of all the cases, indicating that the neurosis
apparently attributable to the displacements is in reality
more or less independent of it. Richard C. Wadsworth35
reports 22 cases of ventral fixation performed at the
Massachusetts General Hospital. Only 23 per cent, of
these received symptomatic relief. Theilhaber36 has
examined a large number of cases of hysteropexy, and
found that the operation does not diminish leucorrhea
or hemorrhage.
The many later and newer methods of shortening the
round ligament,.many of them necessitating the open¬
ing of the abdominal cavity, are the severest criticism
which can be made on the Alexander operation. Cer¬
tainly, with the exception of the danger of subsequent
hernia, the Alexander offers the least objections of all
the numerous methods, and unless it has been found
lamentably wanting, there would be no excuse for the
innumerable and more objectionable methods. Klein¬
wächter37 says that the Alexander operation is illusive,
the rétroversion recurs, and that the per cent, of her¬
nia following is too large to warrant the operation. I
have examined six cases where the uterus was found in
retroposition. In one case there was a double hernia.
This operation was performed by one of the most skill¬
ful operators of our city, and the result can not be
blamed to faulty technic.
A great point is made by the advocates of the round
ligament operations that no disasters follow in subse¬
quent pregnancies. There is no reason why pregnancy
and labor should not proceed normally in these cases,
especially in those where the operation has failed to
31. Edebohls: Sec. Obst. and Gyn. N. Y. Acad. Med., Feb. 27,
1896.
32. Knorre: Centralbl. f. Gyn., No. 51.
33. Oviatt: The Journal A. M. A., 1904, vol. xlii, No. 16.
34. T. Dolbert: St. Petersburg. med. Woch., vol. xxviii, No. 20,
p. 190.
35. Wadsworth: Harvard Med. School Bulletin, No. 11, March,
1904.
36. Theilhaber: Centralbl. f. Gyn., 1902, vol. xxvi.
37. Kleinwachter : Wein. Med. Presse, 1902, vol. xliii.
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change the conditions in the pelvis. Andersch38 reports
37 cases of vaginal shortening of the round ligament
with anterior and posterior colporrhaphy. Of these, 29
were examined subsequently after two or three years.
He found good results in 15, and recurrences in 14.
Halban39 reports a large number of round ligament
shortening by different methods, and says that there
were more anatomic cures than cases where subjective
symptoms were relieved, as the latter were not due to
the retroposition.
From the statistics cited and the testimony presented
by the numerous witnesses quoted in my paper, as well
as from the results of my own clinical observations. I
feel warranted in answering the questions asked in the
negative. Surgical procedures in retrodeviations of the
uterus are unnecessary. They are unsafe, and have not
proven successful in a sufficiently large percentage of
cases to warrant their continuance.
BLOODLESS PEEINEAL PROSTATECTOMY
UNDER LOCAL ANESTHESIA.
MARTIN B. TINKER, S.B., M.D.
Lecturer on Surgery, Cornell University Medical College ; Surgeon
to the Clifton Springs Sanitarium.
ITHACA, N. T.
The problem of prostatic hypertrophy, even with the
many resources recently introduced and developed, still
offers in certain cases many difficulties in its solution.Patients are practically always of advanced age, weak¬
ened through pain and loss of sleep for months, and are
very unfavorable subjects for any anesthetic or any form
of treatment. Catheterization is often difficult and even
when easy it is almost impossible to teach the average pa¬
tient the details of aseptic catheter technic, and to im¬
press him with the importance of its careful observance.Comparatively few patients survive catheter life for
many years, and the development of more or less severe
cystitis, with its dangers and discomforts, is the rule.
Even if the patient gets on with the catheter with com¬
parative comfort, it is not difficult to understand how
irksome it must be to depend on the catheter constantly.
The Bottini operation has not been without a high
death rate, even in the hands of the most experienced
and successful of its advocates ; it is sometimes followed
by incontinence of urine and not unfrequently fails to
give relief. Even if its disadvantages were less, the
idea of burning a channel through the tissues blindly,
with all the possibilities of infiltration of urine, does not
appeal to one as a very desirable surgical procedure.
Prostatectomy, when carefully performed, is generally
recognized to be the ideal procedure; it gives perfect
and permanent relief, and a condition nearer the normal
than can be attained in any other way. The dangers
of the operation are from the general anesthesia in old
and weakened patients and the loss of blood. "Before
the operation was perfected, as it has been recently, the
loss of blood was undoubtedly a factor greatly to be
dreaded, but through the introduction of various forms
of prostatic tractors it has been possible to greatly re¬
duce the depth of the perinea! wound and to make the
control of hemorrhage much easier. Of these various
forms of tractors devised by Syms, Murphy, Ferguson,
Bryson and Young, it has seemed to me that Young's
instrument has some advantages. But even with the al¬
most perfect control of hemorrhage the administration
38. Andersch: Arch. f. Gyn., Berlin, 1902, vol. lxv, p. 217.
39. Halban : Mon. f. Geb. u. Gyn., January, 1900.
of general anesthesia to these greatly weakened, old men
is a dangerous matter, and for some months I have been
considering the possibility of performing prostatectomy
under local anesthesia and devising the means for this
purpose. In the weakened and most run-down of my
patients I have employed permanent suprapubic drain¬
age of the bladder to save the life of men too much
weakened to undergo the more serious operation. This
operation can be done in a very few minutes under eu-
cain, and, I believe, is the safest of all procedures. But
for men not in absolutely desperate condition I believe
that prostatectomy under local anesthesia is an opera¬
tion which can be performed, as a rule, quite as safely
as the Bottini operation and with only the slightest risk
as compared with the operation under general anes¬
thesia. Spinal anesthesia has been used by some sur¬
geons in these cases, but even its most enthusiastic ad¬
vocates are forced to admit that the death rate, reported
from many sources, shows it to be unsafe in the hands
of the average man. No series of a thousand cases or
over without one or more deaths has been reported,
while many careful men have lost larger numbers out of
a hundred or less spinal anesthesias. General anes¬
thetics, even when carelessly used by untrained men,
have not given such a mortality, and this has led nearly
all those who adopted spinal anesthesia a few years ago
to abandon its routine use. On the other hand, I am
not aware that a single death has ever been reported
from among the many thousands of cases in which the
infiltration of weak solutions of anesthetic drugs has
been used. As a local anesthetic, I have been using re¬
cently a solution of beta eucain, 1 to 500, with an addi¬
tion of adrenalin chlorid to make 1 to 120,000, or, in
cases where large quantities of fluid are used for infil¬
tration, even weaker solutions. The addition of adre¬
nalin chlorid. by constricting the capillary vessels, ar¬
rests even the oozing and makes the operation an almost
bloodless one. In these cases I believe that the saving
of even this small amount of blood may make the dif¬
ference between life and death for some of our patients.
The eucain is estimated to be five times less poisonous
than cocain. and in over one hundred major operations
in which I have used it I have never seen symptoms of
poisoning from the drug. The use of adrenalin has ad¬
ditional advantages besides saving blood ; it prevents the
absorption of the anesthetic drug and, by rendering the
part bloodless, it also greatly prolongs and adds to the
efficiency of the anesthesia; it prevents the congestion
and pain after the operation, which is sometimes seen
with the use of ordinary Schleich's solution and, from
its action on the general circulation, Crile has shown
it to be one of our best circulatory stimulants.
In the use of local anesthesia a most thorough knowl¬
edge of the anatomy of the parts is desirable. Through
the kindness of Prof. Abram T. Kerr, I have had the
privilege of examining a number of dissections of the
region of the perineum and prostate in the Cornell Uni¬
versity Medical College anatomic laboratory, and I wish
to acknowledge the value of this privilege and the help¬
ful suggestions from Dr. Kerr in working out the steps
of the operation.
DISTRIBUTION OF NERVES.
An accurate knowledge of the location of the nerves
supplying the skin and deeper structures of the peri¬
neum and a thorough anesthetization of these nerves
at the start is the key to the whole situation, in perform¬
ing a painless prostatectomy under local anesthesia. Ex¬
amination of a dissection of the perineum shows numer-
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